Terminal careless SIR,-I read with embarrassment the sad indictment of terminal care described by a doctor daughter concerning her father's final illness.' It raises a number of points that should be addressed.
The return of symptoms some months after operation resulted in a "perfunctory" examination and the pronouncement of a clear clinical bill. Even with the assistance of modern investigations this cannot be guaranteed, and some effort by the clinician to communicate at this stage about the real possibility of emerging secondary spread will pave the way for understanding in the future. With the emphasis on curative medicine in our training we are all too keen to avoid discussing this possibility-a matter compounded by a lack of teaching of communication skills.
It was pleasing to read that the hospital started oral morphine after inadequate attempts at home analgesia, and then progressed to a more appropriate subcutaneous infusion of opiate. Sadly, it is my experience on referral of terminal care patients that they are handled inadequately in hospital, little thought being given to route ofadministration or preparation. That trained nurses should have to call a junior houseman to refill a syringe pump is a reflection of the lengths to which nursing has allowed itselfto be dominated. Milner et al reported the wide limitations that exist in the use of this excellent mode of opiate administration.2 In our district general hospital, the community around us, and the hospice trained nurses draw up, initiate, change, and monitor subcutaneous analgesia. They are trained; they are with the patients all the time; and they need the flexibility to respond to analgesic and other requirements of symptoms. Many advances have been achieved in recent years,' but it is important that these are aimed at improving pain management in the majority of patients rather than the small percentage who benefit from the sophisticated techniques that are costly in manpower and apparatus.
Hospital teams, a regional terminal care approach, and audit for evaluation are needed. The Macmillan Service has extended into some hospitals and will continue to do so. Our hospital has a full time nurse specialist in chronic pain management whose job inevitably crosses the borders of managing cancer and non-cancer related chronic pain and entails appropriate liaison. Unfortunately, I cannot reassure readers that they will receive even adequate pain control when they need it. A few years ago, after a craniotomy operation, I experienced quite devastating headache on waking. Although it was an established fact that quite a small dose ofanalgesic administered on waking relieved me of this agony, this had to be "authorised" by a ward doctor on each occasion. During the "waiting period" I was demoralisingly reduced to tears on several occasions. Eventually I persuaded my wife to raid my home emergency box for some pain killers, which we hid in my bedside locker. Quite soon I recovered, but the memory still leaves me furious at being made to suffer unnecessarily.
When will we as a profession learn to generously and wisely prescribe the remedies at our disposal? Perhaps those who do not understand about pain control should fail their final or postgraduate examinations, as well as earning our universal and public censure. Rape and subsequent seroconversion to HIV SIR,-Drs Irene Foster and J G Bartlett have suggested that the topical application of virucidal agents-for example, nonoxvnol 9 or vinegar-in the form of a douche to the vagina after rape may be useful in preventing HIV transmission.' Although nonoxynol 9 is known to counteract HIV in vitro, it has not been adequately evaluated in vivo. Indeed, Kreiss et al failed to show the efficacy of nonoxynol 9 in preventing heterosexual transmission ofHIV when used in contraceptive sponges (fifth international conference on AIDS, Montreal, 1989) . They also showed that the subjects using contraceptive sponges soaked with nonoxynol 9 had, in comparison with controls, an increased incidence of genital ulceration and of genital seroconversion to HIV associated with genital ulcer.
As rape may also involve anal intercourse2 it would follow on these recommendations that the rectum also should be douched. The safety of nonoxynol 9 in rectal use, however, has not been established. 3 We believe that at present there is inadequate evidence that douching with these agents after rape is beneficial; their use should not be recommended. Insertion of permanent pacemakers as a day case procedure SIR,-Dr Guy A Haywood and colleagues report that the insertion of permanent pacemakers as a day case procedure is as acceptable to patients as conventional admission and that the incidence of complications is comparable in these groups. I wish to draw their attention to a few facts. The incidence of lead displacement causing capture failure was reported to be 1/21 in the day case group and 1/19 among patients managed conventionally. Whether this was detected during the hospital stay or after discharge and the mode of presentation have not been mentioned by the authors. As only 37 patients received new permanent pacemakers (three having received only generators), the incidence of capture failure following lead dislodgement is 2/37-that is, more than 5%. Although there was no significant difference between the two groups, this is a significantly high rate of displacement considering the present lead designs. The rate has been reported to be as low as 04%,2 and this problem has not occurred in my latest 73 patients. This is an extremely important complication: for patients who depend on pacemakers capture failure could be fatal, especially if the patient has been discharged from the hospital. May I therefore suggest that the authors review and if necessary revise their method of lead implantation before taking to implanting permanent pacemakers on a day case basis? Also, the authors have mention,ed that "standard implantation procedures" were used but did not specify the exact number of procedures performed by subclavian puncture or cephalic vein cut down. It is important to note that the chances of haematoma formation are considerable with subclavian puncture.3 In cephalic venous cut down complete haemostasis is possible because the same is done under vision. Thus in patients undergoing permanent pacemaker implantation as a day case procedure cephalic venous cut down would be preferable to prevent the complication of haematoma formation and subsequent infection. AUTHORS' REPLY, -Two patients were affected by lead dislodgement. One was assumed to have a microdislodgement as he had a low threshold before discharge but at one month follow up was failing to pace. A chest radiograph showed no obvious displacement, and increasing the pulse amplitude resulted in recapture. The other patient was one of the three who were to receive new generators, but an insulation break was noted in the old lead and a revision of system was carried out. Pacing was satisfactory before discharge, but at follow up at one month the chest radiograph showed lead displacement. Assuming that the threshold rise in the first patient was due to a microdislodgement, the rate was 2/38 (5 3%) for the series, which is within the range for electrode displacement quoted in other series (0-12-5% for ventricular and 0-9-6% for atrial leads) but is higher than the mean reported in these series (1 -6% for ventricular and 3 2% for atrial leads).' The numbers are, however, small, and Dr Dalvi's suggestion that our displacement rate is significantly higher is statistically incorrect.
The important question is whether travelling after implantation increases the risk of electrode dislodgement compared with the risk in patients who remain in hospital for one or more days after implantation. As we pointed out in the article, calculations of sample size show that 2500 patients would have to be studied for a 90% probability of showing a doubling of the frequency of electrode dislodgement using a one tailed test at the 5% level of significance. We thought that it would be impracticable to attempt a study of this size, and we draw Dr Dalvi's attention to the studies referenced in the introduction to our article, which attempted to assess safety.
We agree that cephalic cut down is the method of choice for introduction of the pacing lead, and it was used in 20 of the 38 patients in our series. In the remainder the operator judged the cephalic vein to be unsuitable. We agree that this method is preferable for obtaining good haemostasis. It is our impression, however, that most haematomas form because of leakage from small vessels disrupted while the generator pocket is formed rather than from bleeding from the site of the subclavian vein puncture. Child health surveillance SIR,-Dr Leon Polnay's article highlights many important issues in child health surveillance.' I have recently researched the conditions and circumstances surrounding failure to thrive in children aged 12-24 months. The findings are particularly relevant to two of the issues raised-namely, the value of parental observations and the importance of growth monitoring. The study was based in the two electoral wards of Newcastle most affected by socioeconornic deprivation. Fifty two children (mean age 20 8 months) with mild failure to thrive were identified. Each was matched by age and gender with a control child, growing normally, from the same communities. Failure to thrive is often associated by professionals with neglectful or abusing parents, but I found that the parents of children who were failing to thrive were clearly aware of their child's predicament and were concerned about it. Analysis ofresponses to a questionnaire on attitudes showed that parental anxieties over their child's health, growth, and eating patterns were significantly different from those of parents in the control group. Most of these families were not, however, receiving any input from health care professionals.
The mean number of weight measurements documented in the records of the children who were failing to thrive was 17, higher than for the controls (mean 12; p=0001 SIR, -Dr Leon Polnay' accurately summarises the conclusions in Health forAll Children' in relation to growth monitoring. The recommendations to weigh at each clinic visit and measure height at 3 years and between 4 and 5 years seem unreasonable, however, from the evidence discussed. Weight gain is a poor guide to health or healthy growth. Even in infancy, when it is of some clinical relevance because growth is very rapid, fluctuations largely reflect bowel and bladder contents as the report points out. In older children differences between normal and abnormal weight gain are smaller than the reproducibility ofweight measurements some months apart, even on sophisticated apparatus. Weights are often inaccurate, but even accurately recorded weight gain reflects change in many tissues and can be seriously misleading as a growth indicator. Frequent weighing is thus
